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1 Key Findings and Recommendations
• Regulated nurses represent the largest category of health care professionals in Canada.
In Ontario, nursing is the third largest profession with internationally trained members.
• CIC data indicate that in 2011 most IENs who entered Canada came from the Philip-
pines (56%), are mostly women between the ages 24-44, and moved to Ontario (43%).
• IENS face challenges obtaining the credential recognition required to practice in Canada.
• Recent changes in CNO regulations and federal immigration have combined to reduce
and potentially close off a number of immigration channels used by IENs to access the
profession. These interactions need to be more fully assessed.
• The IENCAP (IEN competency Assessment Program) was introduced in 2013 and in-
cludes an Objective Structured Clinical Examination (OSCE), a series of simulations to
test competencies. Unsuccessful applicants must complete additional university-based
courses to fill competency gaps. IEN bridging program practitioners have expressed
concerns regarding OSCE’s difficulty level, its low pass rate, and access to training to
address identified competency gaps.
• Professional regulators, educators and funders must effectively plan for the necessary
training demands that credential testing changes introduce. Broad stakeholder consul-
tation and coordination are needed in order to secure the required training capacity to
address gaps identified by the IENCAP.
• While the principal role of professional regulators is protection of the public interest
and client safety, they also have a duty to uphold immigrant access to the profession.
• Current regulator and immigration policy changes risk altering and differentiating cur-
rent IEN source regions, thus diminishing ethno-cultural and linguistic diversity in the
health sector in comparison to the general immigrant population.
• Ongoing monitoring of potential inconsistencies between regulator and immigration
policy changes is needed. The CIC’s inclusion of employers through the Expression of
Interest (EOI) model is problematic in the case of IENs because regulators require ap-
plicants to have the necessary work visa before they are allowed to practice in Canada,
but employers would be unlikely to hire candidates without securing this approval first.
• The increasing use of temporary visas suggests existing IEN bridging and workplace
language training programs must be open to IEN temporary immigrant visa holders.
• The most effective means to streamline the IEN entry into practice would be to pro-
vide a direct pathway to permanent resident status for qualified IEN candidates who
undertake a significant amount of Canadian testing and examination pre-departure,
recognizing the interests of the professional regulators as well as the employer.
• Although various governments in Canada may want or need to bring in more IENs to
meet their nursing shortages, they are unable to identify how many are entering the
country and in which professions. In order to address this, better data collection is
needed. The ability to provide standardized estimates of the number of IENs would
form a useful baseline from which to evaluate the impact of recent policy changes and
consider future human health resource planning.
• Ontario and the College of Nurses of Ontario (CNO) are the main focus of this synthesis
report, but findings have relevance to other Canadian jurisdictions.
1
IMRC SSHRC — Internationally-Educated Nurses March 2014
2 Executive Summary
This knowledge synthesis report examines how migrant transition programs (status conver-
sion from temporary to permanent) inform nursing labour force planning. This has significant
policy relevance because immigration transition policies add complexity to a) labour force
planning in the health sector (Pittman et al., 2007), b) ethical recruitment protocols for in-
ternational health care workers,1 c) processes of migrant workforce integration (Blythe et al.,
2009; Little & Buchan, 2007), and d) the assessment of structural processes that shape and
reproduce migration as a form of gendered state developmentalist policy for sending regions
(Valiani, 2012). Nursing offers a lens into how gender and feminized labour markets, and the
’care crisis’ are globalized through international migration (Yeates, 2010). Labour mobility
in the nursing sector is also deeply influenced by internal trade and regulator agreements.
Analysis of Citizenship and Immigration Canada (CIC) data suggests that nursing is a
profession heavily affected by those transitioning from the Live-in Caregiver Program (LCP)
and international student programs (ISP) (Walton-Roberts & Hennebry, 2012). Based on
immigration and labour force data, we estimate that about 17,500 Internationally Educated
Nurses (IENs) entered Canada in 2011. According to their final visas, the three largest
classes by which IENs immigrated were temporary foreign worker (49%), permanent eco-
nomic immigrant (43%), and family class (3%). We estimate that at least 11% of IENs were
initially international students.2 Most IENs came from a handful of countries, especially
the Philippines (56%). IENs are mostly women, between ages 24-44, who moved to Ontario
(43%). We determined these results using occupational classifications and educational levels
associated with immigrant entries and transitions, as well as labour market opinion (LMO)
from Human Resources and Skills Development Canada (HRSDC) and estimated IEN stocks
from nursing associations in Canada.
There has recently been a convergence in both regulatory and immigration policy change re-
lated to IENs that has had the effect of restricting certain immigration pathways to practice.
At the start of 2013 the CNO reduced the safe practice window for IEN registrants from
five to three years, a time frame which makes it difficult for LCP visa holders to complete
registration. This has combined with a number of immigration policy changes; for example,
nursing is not included in CIC’s 2013-14 Federal Skilled Worker Program’s (FSWP) list of el-
igible occupations, and one of the new requirements for FSWP applicants is a pre-confirmed
job offer. This is difficult for IENs, since in order to practice CNO regulations require IENs
to have citizenship or permanent resident (PR) status according to the Immigration Refugee
Protection Act, which may limit access for some classes of temporary foreign workers who
do not have the correct authorization. CNO regulations will also pose a challenge to CIC’s
Expression of Interest (EOI) model, which is due to be launched in 2015. EOI allows em-
ployers to search a pool of interested skilled potential migrants for a suitable match, but IEN
candidates must have a valid visa before CNO will grant them the right to practice. The
interactions between regulator and immigration policy changes result in various strengths,
weaknesses, threats and opportunities for stakeholder groups; employers, regulators and the
profession, migrants and their families, and the Canadian health system.
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1. Labour market and employers
• Strengths: Enhanced labour mobility under the Agreement on Internal Trade (AIT) allows Cana-
dian nursing professionals greater flexibility to work across Canadian jurisdictions due to mutual
recognition polices between provincial and territorial regulators.
• Weaknesses: The AIT may encourage out-migration for domestically trained nurses in Canada,
who might use internal migration as a precursor to seek more favourable employment opportu-
nities in the US. The mismatch between regulator demands and immigration policy pathways,
coupled with insufficient access to training and uneven access to bridging programs, can lead to
significant barriers or delays in entry and integration of IENs into the labour market, even once
in Canada. Mobility and flexibility for domestic nurses and IENs must be considered.
• Opportunities: The AIT allows health systems to address local nursing shortages by tapping
into nurses trained out of the province. These flexible mobility options, when combined with
improved IEN regulatory and immigration processes, will maintain Canada’s attractiveness for
IENs, which will be of increasing importance as projected shortages become more acute.
• Threats: As the nursing profession becomes increasingly mobile all stakeholders must coordinate
the monitoring of; in-and-out-migration, international nursing regulations, and standards of ed-
ucation. Furthermore, meaningful labour market projections will require detailed, reliable, and
consistent human health resources and immigration transition data.
2. Regulators and the profession
• Strengths: Regulators are increasingly coordinating processes of registration at the national level,
leading to greater interaction, planning, and regulatory policy coherence. The planned adoption
of the NCLEX-RN examination as the new entry-to-practice examination for Canadian nurses
in 2015 indicates a move toward greater internationalized regulatory frameworks.
• Weaknesses: Multiple credential evaluations exist concurrently across jurisdictions, raising ques-
tions of consistency, reducing transparency and the perspective of fairness for IENs. Canadian
NCLEX-RN adoption in 2015 is currently restricted to applicants writing the exam in North
American test locations, despite the presence of numerous overseas exam centers.
• Opportunities: The NCLEX-RN exam could be an opportunity to move more elements of the
licensing process to the pre-arrival stage if applicants can write the entry-to-practice exam over-
seas. If combined with the adoption of the anticipated National Nursing Assessment Service
(NNAS) 10-step registration process for IENs, processing times may be reduced.
• Threats: International harmonization of nursing credentials may jeopardize the quality of nurs-
ing standards in Canada. It also reduces international migration barriers for Canadian nurses,
thus providing a greater catalyst for out-migration of Canada’s domestically trained nurses.
3. Migrants and their families
• Strengths: Some new immigration policies (including Canadian Experience Class (CEC) and
PNP changes) provide greater flexibility for Temporary Foreign Worker Program (TFWP) and
ISP visa holders to gain access to permanent residency.
• Weaknesses: Practitioners from educational institutes have attested to the current difficulty and
low pass rates of nursing equivalency exams for IENs, and the lack of available training spaces
to address competency gaps identified in the IENCAP. IENs will lose a major direct pathway to
permanent settlement if the FSWP and LCP pathways remain restricted. The alternative, two-
step temporary migration processes extend the length of initial settlement and time for family
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sponsorship, negatively impacting social integration, mental health, and children of migrants.
These changes cost migrants, as training costs have to be borne by the applicant, and open up
greater possibilities for private recruiter exploitation.
• Opportunities: The restriction of the FSWP pathway eliminates the disconnect between federal
points awarded for skills and provincial regulation of credentials. Restrictions LCP holders now
face in gaining IEN registration may signal the end of a long-term process of deskilling experienced
by IENs who use the LCP to enter Canada, anticipating eventual transfer into nursing. If closure
of this route is the intention of regulators (or the acknowledged outcome), then this must be
communicated to source regions, and other immigration policy routes developed for IENs. The
ISP and TFWP might act as smoother, more timely pathways to IEN integration, but only if
there is greater policy coherence between all stakeholders.
• Threats: Licensure for IENs is lengthy and complicated, which delays or prevents many IENs
from re-entering the nursing profession. Information regarding the additional time and financial
investment required is not always readily available or communicated, leaving some IENs with-
out suitable expectations and plans. Failed applicants may apply for lower skilled occupations,
leading to systematic de-skilling.
4. Canadian health system
• Strengths: The federal government recognizes IENs as an integral part of the health system.
Bridging programs can be effective in preparing IENs for licensure when there is collaboration
between stakeholders. Stakeholders are currently working towards uniformity in bridging pro-
grams, and exploring options for greater off shore testing and pre-departure assessment.
• Weaknesses: There are a lack of policies exploring opportunities to encourage IENs to fill gaps in
Aboriginal and remote communities. Policies are also not attracting IENs with advanced nursing
degrees. Gaps in planning and co-ordination of domestic training and IEN integration policy
results in poor outcomes, and exposes the health system to cyclical and structural shortages
of nursing staff. These shortages leave patients unprotected from increased risk, and create
workplace dissatisfaction leading to higher turnover and exit.
• Opportunities: There is some commitment to improve foreign credential assessment for IENs,
which may result in timely integration of IENs into the Canadian labour force. There are new
federal and provincial government initiatives, services, and funding that support IEN integration,
offering better use of IENs in Canada.
• Threats: AIT may lead to greater inter-provincial and international out-migration, which in-
creases the sensitivity of the system to arbitrage. Loss of the FSWP direct pathway to perma-
nent residency may make Canada less attractive to IENs. Stakeholder collaboration is needed to
make the two-step migration processes work for IENs, which may require lengthy negotiations.
As immigration pathways and regulatory processes make barriers to entry for IENs, the diversity
of the nursing labour force will not reflect Canadas multicultural population.
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3 Full Report
3.1 Context: The Issue
3.1.1 The ’Most Serious Obstacle’ to the Right to Health
The WHO asserts that health workforce shortages have replaced system financ-
ing as the most serious obstacle to realizing the right to health within countries
(O’Brien & Lawrence, 2011, p.1).
As we embark towards the second decade of the millennium, nursing shortages have become
prevalent on a global scale. It is apparent that health systems around the world are falling
short of meeting their domestic demand for nursing professionals. In March 2012, Health
Workforce Australia published that by 2025, Australia’s nursing shortage will reach 122,600
(Health Workforce Australia, 2013, p.92). In the United Kingdom, the Royal College of
Nursing estimated that the country’s national nursing shortage will amount to over 47,500
in the best case scenario and over 194,000 in the worst case scenario by 2016 (RCN, 2013,
p.18). In the United States, various models to capture nursing demand and supply projec-
tions have estimated the US nursing shortfall to fall between 300,000 to 1 million by 2020
(Juraschek et al., 2012, p.241).
In the OECD Canada ranks 16th out of its 34 member states in terms of its nurse-to-
population ratio, placing it ahead of the Netherlands, France, and Russia, but behind Japan,
Finland, Britain, and Australia (OECD, 2013). Yet even in Israel, Switzerland, and Den-
mark, the top three highest ranking OECD countries, nursing shortages remain a concern
(Nirel et al., 2012; Oulton, 2012).
Beyond the OECD countries, the demand for nursing professionals has been similarly doc-
umented as a growing concern that has a direct effect on the quality and sustainability of
health care systems globally. A 2010 joint World Health Organization and International
Council of Nurses publication estimated the global projected shortage of full-time nurses
and midwives will reach 2.8 million by 2015 (WHO & ICN, 2010, p.19).
Canada has documented its nursing shortfall. In 2007, the CNA estimated that, without
policy intervention, by 2022, the shortfall will reach 60,000 full-time RNs (CNA, 2009, p. iii-
iv). In Registered Nurses: Canadian Trends, 2007-2011, the Canadian Institute for Health
Information (CIHI) reported that there were fewer RNs per capita in 2011 (785/100,000
population) than there were in the early 1990s (848/100,000 population), a ratio which has
not since been reached again(CIHI, 2011, p.2).
Labour market planning in the case of nursing is challenging due to training lags, retire-
ments, enhanced technological change and skilled labour migration into and out of the sector
(Kingma, 2006). Documenting how new migrant pathways interact with labour markets is
vital for any analysis of skills development and future labour market needs in Canada. Ap-
propriate policies that offer the timely inclusion of skilled migrants with relevant skills offer a
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buffer for the purposes of planning for workforce renewal under conditions of an ageing pop-
ulation and rapid technological change. Incorporating highly skilled international migrants
may also offer opportunities for constant upgrading and enhanced training of domestic labour
in areas where training is subject to lags in entry into practice and technological change,
and under conditions where labour market exit is ongoing and unpredictable. These charac-
teristics are evident in nursing.
3.1.2 The Nursing Profession in Canada
Regulated nurses represent the single largest category of health care professionals in Canada,
and in Ontario alone it is the third largest profession with internationally trained members
(OFC, 2013, p. 64). It is also a sector of the labour market that suffers structural and
cyclical shortages. Despite an assessment at the beginning of the 21st Century that Canada
needed to produce 18,118 RNs annually between 2001 and 2016 (Canadian Nurses Associa-
tion, 2002, p. 70-71). In 2011, only 10,827 RN graduates were documented to have graduated
from Entry-to-Practice programs.
Figure 1: Provincial and Territorial Regulatory Bodies for RNs
(including NPs), LPNs, and RPNs
Source: Regulator websites.
6
IMRC SSHRC — Internationally-Educated Nurses March 2014
In Canada, there are three categories of nursing professions: Registered Nurses (RN), Li-
censed Practical Nurse (LPN), and Registered Psychiatric Nurse (RPN). Each of these pro-
fessions are regulated at the provincial and territorial level by a self-regulated nursing body.
In some provinces and territories the same nursing regulatory body may govern two or all
three of the nursing professions (see Figure 1). Registration with one of the corresponding
nursing bodies is required in order to become a practicing nurse in Canada.3
RNs and LPNs differ in the educational requirements and scope of practice. RNs com-
plete a lengthier education requirement compared to LPNs, and they are licensed to work
within a broader scope of permissible procedures. RPNs are nursing professionals who spe-
cialize in psychiatric health, and are regulated separately only in Canada’s western provinces
(Manitoba, Saskatchewan, Alberta, British Columbia) and one territory (the Yukon).
As of 2010, RNs make up the majority of all regulated nurses, comprising a relatively con-
sistent 75.7% of all nursing professions over the past 5 years (CIHI, 2011, p. xiii). The
educational requirements for RNs have transitioned from a two-to-three year diploma pro-
gram to a four-year baccalaureate-level program (or a fast-track equivalent) across all of
Canada’s provinces and territories, with the exception of Quebec (CNA, 2013).
Increasingly, many RNs are continuing to upgrade their skills, with some pursuing either
a master’s or a doctorate. With additional education, RNs are also able to specialize to be-
come Nurse Practitioners (NP), which provides them with increased autonomy and respon-
sibilities, including the ability to prescribe pharmaceuticals, interpret diagnostic tests, and
perform procedures previously not permissible for a RN (CIHI, 2011, p.5). Every province
and territory in Canada currently has legislation in place for NPs (NPCanada.ca, 2013).
LPNs made up 22.9% of all regulated nurses in 2010 (CIHI, 2011, p. xiii). In contrast
to RNs, the education requirement for RPNs is a diploma program. In 2010, RPNs made
up the remaining 1.8 percent of all nursing professionals (CIHI, 2011, p.xiii).
3.1.3 The Canadian Nursing Shortage
In Canada, regulated nurses are largest group of healthcare professionals (CIHI, 2011, p.xiii).
Nurses comprise one third of the country’s healthcare workforce and represent the single
largest category of health care professionals in Canada (CFNU, 2012, p.1).In 2012, there
were 398,346 regulated nurses across all professions in Canada, out of which 365,422 were
employed in nursing (CIHI, 2013). Between 2008 and 2012, the number of regulated nursing
professionals per 100,000 population in Canada increased from 1,091 to 1,142 (Ibid.).
To date, there are numerous publications providing estimates for Canada’s national nursing
shortfall. In 2002, by the Canadian Nurses Association (CNA) suggested that in order to cir-
cumvent a national nursing shortfall of 113,000 by year 2016, Canada would need to produce
18,118 RNs annually between 2001 and 2016(CNA, 2002, p.70-71).In 2011, a total of 10,827
RN graduates were documented to have graduated from entry-to-practice nursing programs
in Canada, making it the fifth consecutive year that RN graduate numbers exceeded 9,000
(CNA & CASN/AESI, 2012, 6). Notwithstanding a decrease in 2008, the period between
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2000 and 2011 showed a steady increase of RN graduate numbers (CNA & CASN/AESI,
2012, 6); however, this still translates into approximately 8,000 to 9,000 short of the recom-
mended annual goal.
According to Human Resources and Skills Development Canada’s Canadian Occupational
Projection System (COPS), the number of available job seekers in the nursing sector was
insufficient to fill the demand from the 2008-2010 period. COPS projected that this shortfall
will continue during the 2013-2020 period, estimating that the demand for nurses will reach
129,480, while the supply of nurses is estimated to total 104,002 to fill these openings (ESDC,
2013). If current trends continue, this would lead to approximately 20% of all nursing open-
ings being unfilled by 2020.
An important consideration should be paid to the fact that the breadth and depth of
Canada’s nursing shortfall is unevenly distributed across Canada. There is a mismatch
between demand for full-time versus available part-time and shift work in many urban areas.
The most critical nurse shortages, however, are concentrated in communities in the north-
ern and rural areas, and in the demand for nurses with advanced specialty degrees, and to
replace future retiring nursing faculty (CFNU, 2008, 28).
3.1.4 A ’Perfect Storm’ of Interrelated Factors
The pervasiveness of Canada’s current nursing shortfall is attributed to a combination of fac-
tors referred to as ’the perfect storm’ (CFNU, 2008, 19). In the early 1990s, the Canadian
government began to exercise fiscal restraint in an attempt to reduce the national deficit.
The subsequent drop in the number of RN graduates across the country was directly at-
tributed to the significant cutbacks in funding to nursing programs and full-time nursing
positions during this period of fiscal restraint and health system restructuring. This period
has been described as a ’crisis of unprecedented proportions’ for the nursing sector (CFNU,
2008, 21).
Underlying this is a multitude of correlated push factors including: massive retirement
of the older nurse workforce,4 high stress and burnout resulting in early retirement, high
rates of absenteeism,5 high levels of staff turnover due to working condition dissatisfaction
(O’Brien-Pallas et al., 2010),and high rates of in- and out-migration that add to ’churning’
costs within the system (Gordon, 2005).
Canada’s nursing workforce will also be pressured to meet the demands of evolving de-
mographic shifts, with greater numbers of individuals facing increased risk of illness, injury
or other health problems (CFNU, 2008, p.13). There will also be significant demands for
community based palliative and long-term care, which will require different health human re-
source skill sets and models of inter-professional team-based care (Stall et al., 2013).Nurse-led
health promotion and disease prevention (HPDP) interventions in community based health
care delivery have been shown to be highly effective; suggesting this trend toward community
based health care will depend heavily upon the nursing sector (Markle—Reid et al., 2013).
In addition, while health care is the site of immense technological change, this demands more
specialized workers rather than merely labour substitution. Today, hospitals are capital- and
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labour-intensive sites of practice, which explains the need for more highly trained personnel
(Drucker, 1995).
3.1.5 IENs: A Critical Part of the Solution
Commonly-cited solutions to address the nursing shortage include increasing nurse recruit-
ment, retention, and productivity by modernizing health care service delivery models by
capitalizing on technology, creating flexible and quality workplaces in order to (re)position
the nursing profession as an attractive career path, and, most critically, to optimally harness
the skills of the existing nursing workforce (ACHDHR, 2009). Canada’s investment in train-
ing new nurses alone will not overcome the anticipated nursing shortage. Developing and
retaining existing human resources in nursing will be central (Vaughn, 2006; CFNU, 2008,
p.233).
In addition to its domestic production of new nursing graduates, Canada’s nursing sup-
ply includes the in-migration of international educated nurses (IENs). In 2009, IENs made
up 8.3% of the overall Canadian nursing workforce (Home, 2011, p.40). This figure is rel-
atively small compared with other groups of health professionals such as physicians and
pharmacists.6 Nearly half of all IENs practicing in Canada in 2010 were working in On-
tario. In 2007, one-third of IENs working in Ontario were documented to reside and work in
Toronto, comprising 25% of Toronto’s local nursing workforce (Home, 2011, p.40). In 2009, a
similarly sizable proportion of IENs were practicing in Vancouver and its surrounding areas,
comprising of 16.4% of the local nursing workforce (Home, 2011, p.40).When considering the
consequences of under-utilizing IEN human capital, Canada’s largest cities would be most
affected. As such, in keeping with ACHDHR’s approach to a pan-Canadian self-sufficiency
in health human resources, the successful integration of IENs is an area of priority, which
deserves greater attention.
3.2 Implications
3.2.1 Nursing as a Mobile Profession
The international migration of health professionals is not a new phenomenon; however, owing
to the global nursing shortage in many of the countries in the Global North today, the stock
of nurses living and working overseas have geometrically increased over the past two decades.
Owing to this, nursing is increasingly characterized as a ’mobile profession’ (Kingma, 2006,
p.1282).
For nurse migrants, the direction and scope of migratory flows are reliably determined by a
set of ’push’ and ’pull’ motivators (Connell 2010). Political, social, and economic insecurities,
substandard working conditions, and undesirable quality of living are commonly attributed
factors that drive IENs to emigrate. On the other hand, IENs choose their overseas destina-
tion based on a set of factors that determine a country’s level of attractiveness to migrants,
which includes their opportunities to gain higher income, standard of living, and prospects
for career advancement (Home, 2011, p.39).
In much of the Global North, particularly in the US, UK, Canada, Australia, Ireland, and
9
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New Zealand, the hiring of IENs is regarded as a ’quick fix’ solution to curtail the effects of
nursing shortages, and increase labour market flexibility (Valiani, 2012). Keeping in mind
that in Canada, the education required of an RN is a 4-year baccalaureate program or equiv-
alent, and up to 7 years to train nurse practitioners (NPs), recruiting IENs allows countries
to side step the time investment to train nurses domestically (Yeates, 2010, p. 424-425).The
Global North, in competing for IENs, has rolled out a series of strategies, including the
active international nurse recruitment campaigns, bilateral state agreements (including mu-
tual trade agreements), changes to immigration regulations (including opportunities to apply
for permanent residence, citizenship, and family reunification), and new foreign credential
recognition and licensing policies targeting the successful integration of overseas nurses into
the local nursing workforce (Yeates, 2010, p.427).
Correspondingly, in several countries of the Global South, especially the Philippines, In-
dia, China, and the newly independent states of the former Soviet Union (NIS), there is a
deliberate effort to overproduce nurses for overseas employment (Brush & Sochalski, 2007).It
is, however, often the private education sector that provides this export-directed training,
resulting in lower quality training and poor regulatory oversight (Reynolds et al., 2013).
Labour mobility is also being enhanced within Canada throughthe recent AIT agreement
on the internal labour mobility. This internal nursing mobility must be monitored alongside
the international migration of IENs, since these changes add complexity to the process of
nursing labour market planning in ways that may not be immediately apparent.
3.2.2 Global (Nurse) Care Chains, Perverse subsidies and Ethical Recruitment
The convergence of these ’push’ and ’pull’ motivators, on both an individual and institutional
level, gives shape to a ’global nursing care chain’(Yeates, 2010, p. 426), which describes a
phenomenon wherein poorer countries situated at the lower end of the chain export valu-
able nursing human resources upwards along the chain to supply richer countries (Yeates,
2010, p. 426). This phenomenon is mirrored broadly in distinctive patterns of the migratory
flow of overseas nurses from the Philippines, India, China, and countries in the sub-Saharan
Africa to developed countries in the Global North (OECD, 2007, p.173). For instance,
in the OECD overseas nurses represented 10.7% of the combined nursing workforce of its
member countries, equal to a total of 711, 877 nurses (OECD, 2007, p.165). In 2001, 85%
of all working Filipino nurses, or 150,000 in absolute numbers, were documented to have
been working overseas (Aiken et al., 2004, p.75). In addition, migration trajectories are not
always straightforward, with many IENs working in one or more countries (such as Hong
Kong) prior to coming to Canada.
While most countries, including Canada, do export and import nurses concurrently, it is
generally speaking, the lower income countries on the ’global nursing care chain’ that export
a significantly greater number of nurses than they import. In the case of Canada we can see
entries of those stating nursing as their profession does reflect this geography (see figure 2).
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Figure 2: Top Ten Countries of Last Residence for IEN Entering Canada, 20111
Rank Country 2011 Total 2002-2011 Growth
1 Philippines 8439 52.6%
2 Hong Kong 1025 3200%
3 India 832 320%
4 United Kingdom 514 54.8%
5 China 408 167%
6 Taiwan 351 356%
7 France 331 27.8%
8 Saudi Arabia 160 83.9%
9 Singapore 152 2000%
10 UAE 143 169%
- Rest of the World 2650 33.8%
- Total 15005 66.7%
Source: Citizenship and Immigration Canada (2013).
Of considerable concern is that the countries lowest down on the chain are unable to replace
the out-migration of their nurses, which exacerbates their own chronic nursing shortage
(Yeates, 2010, p.427). This produces a perverse subsidy, perpetuating a pattern in which
poorer countries invest in the training of health professionals who migrate to provide care
to developed nations (Mackintosh et al., 2006).
Due to the uneven geographical distribution of nurse migration between destination and
source countries, the deliberate sourcing of nurses from countries with health systems most
severely crippled by long-term nursing shortages is seen as unethical recruitment. For in-
stance, countries in sub-Saharan Africa are projected to reach an estimated nursing shortfall
of 60,000 while they continue to be exporters of nurses (ICN, 2004, p.5).
A series of global voluntary codes of conduct have been established to both discourage
dependency on nurse migration as a ’quick fix’ solution, and to discourage nurse recruit-
ment from countries that would be most severely impacted. On the international level, this
includes The Commonwealth Code of Practice for the International Recruitment of Health
Workers (adopted in 2003), and The WHO Global Code of Practice on the International
Recruitment of Health Professional (adopted in May 2010). In 2005 the Canadian Nurses
Association (CNA) officially recognized ’the right of individual nurses to migration and
confirms the potential beneficial outcomes of multicultural practice and learning opportuni-
ties supported by migration’, and fully endorsed the International Council of Nurses (ICN)’s
position statement and guidelines on the ethical recruitment of overseas nurses (CNA, 2005).
In respecting these ethical codes of conduct, Canada is taking the position to avoid tar-
geted and active recruitment of IENs from source countries with depleting human capital
and health human resources at critical levels. Unsurprisingly, the top source countries of
IENs in Canada are those from which recruitment of nurses are considered ethical (see figure
1Note that, due to lack of reliability in estimating the origins of transitioning students, they are not
included in this sample.
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3). In 2010, the top source countries for internationally educated RNs include: the Philip-
pines (32.4%), UK (16.3%), India (6.5%), and the US (6.3%), and the top source countries
for internationally educated LPNs include: the Philippines (35.2%), UK (16.2%), the US
(10%), and India (7.3%) (CIHI, 2011, p.33, 70).
Figure 3: Top Source Countries for Internationally Educated RNs and LPNs in
Canada, 2010
Source: Canadian Institute for Health Information, 2011: p.33; 70.
3.2.3 Changing Pathways and Pipelines of IEN Migration
Given that the global mobility of nurses is one of the attractions of the profession, and that
IENs have been used by many OECD countries in the past to fix it structural nurse short-
ages, the pipelines and pathways by which IENs enter health systems are vitally important
to consider in order to understand the nature of the global nurse care chain and related
ethical factors. IENs face barriers to their effective integration into national health systems.
Canada’s promotion of international education and migrant transition routes from student
to worker will pose new opportunities and challenges to educators and institutions (Brown
& Holloway, 2008; Egenes, 2012).These policy changes for temporary visas and the impact
of visa transitions on labour market and migration processes will need to be assessed in
light of the challenges of IENs and nursing (Hennebry, 2013). Despite the nursing short-
age Canada faces, IENs who have gained entry into Canada experience many barriers to
practicing nursing. These barriers can be considered structural, as they manifest due to the
incongruences between the federal immigration processes that grant entry and work visas for
IENs, and the provincial licensing processes that allow them to practice nursing in Canada
(Blythe et al., 2009). The impacts of these barriers are adverse and systematic, and have
prevented many IENs from re-establishing their professional careers (Blythe et al., 2009).
When these factors are combined it is clear that alignment is needed between provincial and
federal policy with respects to health worker planning, credential assessment, professional
mobility, and immigration policy (Nelson et al., 2011).
3.3 Methodology
Relevant literature from the last ten years was gathered for two foci: a) literature relevant to
nursing labour market planning and shortages and b) international educated nurses, integra-
tion policies, barriers and experiences in Canada. Data was extracted using Google Scholar
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search engine and Lexus-Nexus database in order to capture academic and grey literature. A
third area of study included recent immigration policy changes that influence IEN entry to
Canada. Data for this section was located through the same sources, as well as Gazette and
Department of Justice websites. The synthesis employed a modified systematic literature
review and meta-analysis consistent with health science research (Deville et al., 2002).
Using clear and explicit descriptions of specific elements of interest within the process under
study, large quantities of information were drawn from a broad range of sources and mobi-
lized for efficient organization, analysis and evaluation, thereby enabling the identification
and generalization of critical variables, potential processes, outcomes and formulation of
possible future consideration. In addition the research team attended a number of regional
workshops and public events focused on the international health professionals and healthcare
workforce issues in order to understand recent developments. Conversations with educator,
regulator and immigration policy officials were also part of the broader knowledge dissemi-
nation process, and these insights have also been incorporated in this final report.
The gathered material was coded using Nvivo qualitative software, allowing for effective
data organization, retrieval and analysis, and was organized according to a simple coding
and categorization framework designed to facilitate the rapid identification of key patterns
and themes. The data was then assessed using SWOT analysis (strengths, weaknesses, op-
portunities, threats), which is commonly used in management, but also nursing (Uhrenfeldt
et al., 2012).
Our research also included administrative datasets obtained through our collaboration with
the Ontario Ministry of Citizenship and Immigration (MCI) and the Office of the Fairness
Commissioner (OFC). While we could not directly find the number of immigrants entering
Canada who were educated abroad in nursing programs, we were able to use an occupation-
based (national occupational codes), statistical approach to form a reliable estimate. Looking
at all immigrant categories from 2002-2011, we estimated that around 16,600 IENs entered
Canada each year, with an overall increase of 77% IEN immigrants per year from 2002-
2011.These data were further analyzed using SPSS to indicate which forms of status conver-
sion are being employed by category of entry and transition, province of entry/destination,
country of origin, level of education, gender and age.
A draft report was shared with our research partners (OFC, MCI, and Conestoga College),
and stakeholders (CARE, CNO), and all were invited to a workshop held December 6th in
Waterloo. Based on their feedback we revised the report. A conference call with the College
of Nurses of Ontario was also held in March 2014. We are also working with the Centre for
International Governance Innovation to create three videos to further disseminate in 2014
based on consultations with partners and stakeholders.
3.4 Results
3.4.1 Process for IENs Licensure Application as RNs or LPNs
Canada’s nursing professions are self-regulated, as such, to practice nursing in Canada; IENs
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must, in addition to completing the immigration process, register with the regulatory body
overseeing the nursing profession in the province or territory where they wish to work (see
figure 4). IEN applicants are only eligible for licensure when they have successfully met the
requirements of the regulatory body, and can be granted the right to practice in Canada
once they have an appropriate immigration visa. Several aspects to the licensing process are
a major impediment to IENs successful completion of licensure in Canada.
Figure 4: Process for IENs Licensure Application as RNs or LPNs
Source: Regulator websites
3.4.1.1 Licensure Process for IENs
The assessment of an IEN’s foreign credentials (the evaluation of the education equivalency
and skills qualifications), is often cited as one of the most common barriers that significantly
delays or prevents IENs from completing their licensure process altogether (Kolawole, 2009,
p.185). For example between1 January and 31 December 2012, the College of Nurses of
Ontario received 5,517 new applications from IENs (not including the US). Of these, 1,761
resulted in full licensure by the end of the year, meaning only 32% of all IENs who applied for
licensure with the CNO completed their registration within 1 year. In the same time period,
10,458 Ontario trained nurses applied, and of these new applications, 7,736 (or 74%) resulted
in full licensure by the end of the year. In the same time period, 551 new applications were
submitted by other Canadian province educated nurses, of which 551 (or 100%) resulted in
14
IMRC SSHRC — Internationally-Educated Nurses March 2014
full licensure by the end of the year. In the same time period, 185 new applications from US
educated nurses were submitted, of which 116 (62%) resulted in full licensure by the end of
the year (OFC, 2012, p.37).
Furthermore, in 2012, the CNO also documented that first time pass-rate of the Regis-
tered Practical Nurse (equivalent of LPN) examination for nurses educated outside Ontario
had a 60.4% pass rate compared with Ontario-educated nurses who had a 84% pass-rate
(CNO, 2013, p.10). First time pass-rates of RN examination for nurses educated outside
Ontario in 2012 was 35.3%, compared with an 80.7% pass rate for Ontario-educated nurses
(CNO, 2013, p.7).
The CNO deals with a very high volume of applicants who may not all be intent in ac-
tually working in Ontario, since applicants often submit to several provinces at once to
begin the credential regulation process. The amount of time it takes for an applicant to ob-
tain the necessary documentation from his/her institution of study and the time it takes for
a regulator to complete a foreign credentials assessment both depends on the source country
and institution of the overseas nursing program. The programs assessment is also dependent
on when the applicant completed their training, so assessment is time as well as location
specific. As such, the time frame for assessment varies significantly between applicants. This
unpredictability leaves IENs unclear and unprepared as to how to plan for the appropriate
financial and time investment in their licensure, or develop a realistic expectation regarding
financial costs.
In Ontario, the Centre for the Evaluation of Health Professionals Educated Abroad (CEH-
PEA) administers the Internationally Educated Nurses Competency Assessment Program
(IENCAP). The CNO assesses the educational background of IENs and determines if they
meet the program equivalency requirements. If they do not they are required to take the
IENCAP, which includes a written multiple choice examination and an Objective Structured
Clinical Examination (OSCE) — a series of simulations in a clinical setting. Practitioners
from education institutions that offer bridging programs for internationally educated nurses
have attested to the high difficulty level of OSCE and the low pass rate of IENs.7 CNO have
been collected data on the new IENCAP process, and will be monitoring the outcomes.8 Sim-
ilar to the equivalency examinations in other jurisdictions, the IENCAP can only be taken
one time, and if unsuccessful, applicants will be required to complete additional training
to address identified competency gaps. Additional training requires that IENs must invest
further time and financial commitments, which they often have not been previously prepared
for. Additionally, the required competency gaps necessitate specific university programs to
completed, many of which may have not been adequately developed in order to meet the
competencies demanded in the IENCAP.9
Improvements to the assessment, support, education, and licensing process of IENs have
been estimated to as much as double their success rate.10 In light of this a National Nursing
Assessment Service is in development that will allow all IENs to begin their registration at
a common starting point, and complete their licensure in a 10-step process, instead of sep-
arately through the different jurisdictions. This model will be piloted in August 2014. It is
15
IMRC SSHRC — Internationally-Educated Nurses March 2014
anticipated that all nursing regulatory bodies will be using this service in 2015 (NNAS, 2013).
Further integration of Canadian national testing frameworks is also evident in the intended
move toward a single registration exam. In June 2012, all RN provincial regulators (with
the exception of Quebec) entered into an agreement with the US-based National Council of
State Boards of Nursing (NCSBN) to replace the Canadian CRNE with the computerized
adaptive test, the NCLEX-RN (National Council Licensure Examination) as the entry-to-
practice exam required for RN licensure effective January 2015 (CCRNR, 2013, p.8). Cur-
rently, NCLEX-RN examinations are part of the RN licensure process for the US and its four
territories (American Samoa, Guam, Northern Mariana Islands, and the US Virgin Islands).
While the CRNE is administered only in Canada (Home, 2011, p.95), the new agreement will
allow applicants to write the NCLEX—RN in any permanent test site (Pearson Professional
Centers) located in Canada as well as any permanent and temporary testing sites in the US
(CCRNR, 2013, p.8). While the NCLEX-RN examination is also administered in several
countries outside the US, including: Germany, India, Hong Kong, Mexico, Puerto Rico, the
Philippines, Taiwan, and the UK, it remains to be seen whether Canadian regulators will
accept results from test centres outside Canada and the US.
3.4.1.2 Enhanced Internal Professional Mobility of Canadian Nurses
Effective 1 April 2009, Chapter 7 of Canada’s Agreement on Internal Trade (AIT) was
amended to allow workers who were certified in one provincial or territorial jurisdiction to
apply for certification in any other Canadian jurisdiction without having to complete signif-
icant additional education, training, examinations, or assessments. Chapter 7 was amended
to support workers in regulated occupations to better access free movement within the coun-
try.
Under these amendments, provinces and territories will still oversee occupational standards
and hold the right to adopt exceptions for additional certification requirements based on
legitimate objectives. Current as of November 2013, approved Chapter 7 exceptions to full
labour mobility applies for LPNs in Alberta, Manitoba, Nova Scotia, Ontario (termed: Regis-
tered Practical Nurses), and Newfoundland and Labrador and for NPs in Alberta. In keeping
with AIT goals to achieve greater labour mobility for all workers in Canada, there are addi-
tional intra-provincial/territorial agreements mandated to recognize workers’ certifications
within the provinces and/or territories that have entered these agreements. This includes
the New West Partnership Trade Agreement (NWPTA) between British Columbia, Alberta,
and Saskatchewan, which entitles RNs, LPNs, and RPNs to work in all three provinces and
NPs to work in British Columbia and Alberta.
This labour mobility agreement may result the Canadian health care system being less
dependent on overseas nurses, but if there is a shortage of nurses across all jurisdictions, the
effect of internal mobility may be restrained. Furthermore, this does not necessarily mean
that domestically trained nurses will stay in Canada, if better employment and practice op-
portunities can be found in other countries, notably in the US, Canadian nurses will continue
to leave (Canadian trained nurses are currently the USA’s second largest group of IENs (Hall
et al, 2013). With AIT greater internal mobility inter-provincial nurse pay scale differences
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may more profoundly influence internal migratory flows; however, the larger and consistent
challenge for Canadian nursing that AIT will not alter is the ongoing out-migration of nurses
to the USA (Lome, 2011).
3.4.2 Recent Immigration Changes
The immigration process for IENs who intend to work in Canada is complicated, multi-
staged, and does not end upon arrival in the country. IENs can and do enter under a variety
of visas, often transitioning from one status to another. Due to the complexity in navigating
the immigration system, lack of information, the large number of nursing designations, and
the way nursing exams are structured in Canada, IENs often enter with unrealistic expecta-
tions of their chances and revise their plans in the face of dicult circumstances.
3.4.2.1 Federal Skilled Worker Program (FSWP)
The federal and provincial governments have a common interest in using the skills immi-
grants bring to Canada; however, they coordinate using dierent and often contradictory
instruments. For example, in some years up to 80% of IENs have entered Canada as prin-
cipal applicants in the Federal Skilled Worker (FSW) class (Foster et al., 2011; Pratt, 1999;
Krol, 2011, p. 216; 220; 22), which does not assess ability to practice.
FSWP is a direct way to immigrate permanently to Canada. Currently, there are three
categories under the FSWP that an individual can apply under. The first is being in one
of 24 eligible occupations; the second is by obtaining a valid permanent job offer; and the
third is by being an international student enrolled in a PhD program in Canada (or grad-
uated from a Canadian PhD program within the past 12 months). FSWP is currently less
accessible to IENs, as none of the nursing professions are included in FSWP’s 24 eligible
occupations for the May 4, 2013 April 30, 2014 period. This means that in order to gain
entry through FSWP, IENs must do so through one of the other two categories.
Other options for immigrating permanently include LCP, refugee, and, as a sponsored spouse.
However, LCP is associated with systemic de-skilling of IENs and now, due to the shorter
safer practice window, is likely too short a time to allow for registration after completing
the LCP employment term requirement. As for the spouses and refugee categories, we know
from recent trends that these categories do not yield a significant number of IENs (1% and
less than 1% of IENs immigrated to Canada via these two categories respectively according
to 2011 CIC data). Yet we also know that broadly speaking, IENs who enter Canada over-
whelming intend to settle permanently.
3.4.2.2 The Live-In Caregiver Program (LCP)
The LCP has been a major pathway for IENs to permanently enter Canada. The LCP orig-
inated in 1981 to allow Canadian citizens or permanent residents to hire foreign caregivers
to provide care on a full-time basis. The LCP allows individuals qualified to provide care
to children, elderly, and persons with disabilities in private homes, and to eventually settle
permanently in Canada. LCPs are required to complete 24 months of full-time employment
within 48 months as caregivers prior to applying for permanent residency (Hodge, 2006).
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While the LCP is a dependable transitional pathway to permanent residence status, IENs
who enter Canada through this program face many challenges to re-entering the nursing
profession. For example, nursing regulatory bodies in Canada require evidence of recent safe
practice within a specified period of time prior to registration (in Ontario this is now within
the previous 3 years). But for IENs who enter under the LCP, they must also first complete
the mandatory 2 years of work before they eligible to apply for licensure once they become
permanent residents. Typically LCPs face a longer period of time to obtain permanent sta-
tus. At best, this invariably means that fulfilling other time-sensitive licensure requirements,
such as the recent safe practice requirement, poses an immense challenge for these applicants
(Kolawole, 2009, p.185). The employment requirements for permanent status eligibility un-
der the LCP combined with new safe practice regulations suggests that most IENs entering
through this program will realistically forfeit their eligibility for licensure (Walton-Roberts
& Hennebry, 2012, p.5).
3.4.2.3 The Two-Step Migration Model: Temporary Foreign Workers Program (TFWP)11
Within past 10 years Canada′s immigration system for selecting economic immigrants has
increasingly moved from a primarily one-step process through FSWP,12 to increasing migra-
tion flows through two-step migration processes. This strategy uses temporary immigration
routes rather than the traditional points system in selecting economic immigrants, and it
has occurred incrementally through revisions in policies and regulations (Tamburri, 2013).
Specifically, Canada’s two-step immigration strategy is emerging through the creation of
the Canadian Experience Class (CEC), the post-graduate work permit and the Provincial
nominee Program. The CEC and its subsequent revisions make it a flexible pathway for
international students and temporary foreign workers to obtain permanent residency. The
creation of the Post-Graduation Work Permit, also facilitates visa conversion by allowing in-
ternational students to work legally in Canada following the end of their study. The creation
of Provincial Nominee Programs (PNP) allows provinces and territories to nominate tempo-
rary foreign workers or international students for permanent residency through an expedited
process (to live and work in that province); and an upcoming policy revision that will be
implemented in 2014 will allow international students to automatically work following the
completion of their study program without the need to apply for a work permit (Hennebry,
2013). In lieu of the FSWP, IENs who seek to reside and work in Canada for the long term
will have to do so via two-step migration options: first by obtaining permission to work or
study temporarily in Canada (as a temporary foreign worker or an international student and
post-graduate work permit), and then by applying for permanent residency through CEC or
PNP.
3.4.2.4 The Two-Step Migration Model: The International Student Program (ISP)
In recent years, Canada’s approach to international students has undergone dramatic changes.
Previously, international students were barred from working off campus, and were required
to leave Canada following the end of their study program if they wished to apply for per-
manent residency. Today, international students are viewed as ’ideal immigrants’ or ’future
citizens of Canada’ who tend to have higher levels of English or French proficiency levels,
academic credentials that are easily recognized by employers, and have higher success rates
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of integration compared with their counterparts in the foreign worker category (Tamburri,
2013).
As such, new strategic policy shifts are taking place to capitalize on the ability of interna-
tional students to integrate well into the Canadian workforce while also being net economic
contributors to the economy. For instance, in 2010, international students contributed an
estimated $8 billion through tuition, living expenses, discretionary spending, and accounting
for additional tourism benefits (Government of Canada, 2012, p.x).
In keeping with Canada’s interests to remain an attractive destination for international
students,13 and also bolstering the quality of ISP to manage its exponential growth of in-
ternational students in recent years,14 CIC released the pre-published proposed ISP reforms
on 29 December 2012 that are intended to ’address program integrity concerns by ensuring
students are studying throughout their period of authorized stay in Canada, and attending
quality, genuine education institutions’. Key proposed changes will significantly affect the
schools, programs, and organizations who currently host international students.
To date, there are no restrictions on the type of institutions allowed to host international
students. Under the proposed reforms, CIC will be implementing a regulatory amendment
that will provide provinces/territories jurisdiction over designating which schools, programs,
and organizations it will be recognized as eligible to host international students henceforth.
As such, CIC will only issue study permits to international students accepted for admis-
sion at provincially- and territorially-approved institutions.15 The opportunities for IENs to
enter Canada as international students, who can then enter the profession through status
conversion, is emerging as an important channel for IEN entry into Canada. Monitoring pro-
gression into the labour market will be an important element of assessment of these policy
changes.
The temporary worker and foreign student categories are two-step immigration transition
pathways that have significantly changed the immigration system in Canada to one where im-
migrants are viewed first and foremost as workers (or potential workers) who must earn their
permanent status by successfully integrating into the labour market. Due to the complexity
of stakeholders involved in the regulated professions, these two-step migration processes de-
mand that governments, academic institutions, professional and career colleges, regulatory
and stakeholder bodies must all be involved in streamlining the immigration, foreign cre-
dential assessment, licensing, and bridge-to-work processes to create coherence at each step
(Egenes, 2012).
3.4.3 IEN Entry into the Nursing Profession: Other New Developments
In brief, the pathways to practice as a nurse in Canada are often times lengthy and not
straight forward for IENs; however, notable progress has been made to date, including land-
mark initiatives mandated to encourage collaboration between regulatory bodies, harmonize
licensure processes and credentials equivalency assessments across Canada, the creation of
bridging programs, and the provision of comprehensive and transparent workforce and reg-
ulatory information for IENs at the pre-arrival stage.
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Examples of these include: The Framework for Collaborative Pan-Canadian Health Human
Resources Planning (established in 2007 by the (ACHDHR) Advisory Committee on Health
Delivery and Human Resources); The Pan-Canadian Framework for the Assessment and
Recognition of Foreign Qualifications (established in 2009 by the Forum of Labour Market
Ministers);16 The International Educated Health Professional Initiative (IEHPI) (established
in 2005);17 the Foreign Credentials Recognition Loans Pilot Project (established in 2011);
and the Pan-Canadian Framework of Guiding Principles and Essential Components for IEN
Bridging Programs (2012).18
There are also several notable developments that signal a shift in key components of IEN’s
pre-arrival stage preparation for work in Canada. For instance, two of the Foreign Creden-
tial Referral Office’s19 funded developments include CIIP (Canadian Immigrant Integration
Program) (partner: ACCC) and the Offshore Examinations Study (partner: CNA). CIIP is
a pre-arrival in-person orientation workshop for approved FSWP and PNP applicants. CIIP
workshops can play an important role in not only helping immigrants prepare for their life in
Canada, but also to help them adjust their expectations of life and work in Canada so that
they are more realistically prepared for success. The Offshore Examinations Study explores
the feasibility of offering licensing examinations to IENs outside of Canada.
Nursing Bridging Programs are also effective tools not only for preparing IENs for licen-
sure process, but also in positioning IENs for workplace success as a practicing nurse. IENs
can enter Canada as foreign students enrolled in a Nursing Bridging Program, where they
gain the required training that prepares them for the licensure process in Canada without
duplicating their entire nursing education. Recent licensure changes that reduce the safe
practice window to three years, however, and the implementation of new high value compe-
tency assessments such as the Objective Structured Clinical Examination (OSCE), suggest
some pathways to practice are being constrained for IENs. As entry to practice becomes
harder, alternative counseling for less qualified RPN and PSW positions is becoming evident.
Notwithstanding these new developments, there remain structural nursing shortages in the
northern and rural areas, particularly in Aboriginal communities. Health Canada has rec-
ognized this shortfall disparity, and has made efforts to prioritize this issue, with the de-
velopment of initiatives, most notably the Aboriginal health Human Resources Initiative
(AHHRI). Missing, however, is the link to incentivize or facilitate IENs towards these criti-
cal need areas. There does not seem to be in place any such incentive programs to attract
IENs to live and work in Aboriginal communities. Furthermore, Canada will have a high
demand for nurses with advanced nursing degrees who are qualified to work as NPs or to
replace the anticipated retirement of nursing faculty (in particular in specialized practice
areas). While the majority of IENs who immigrate to Canada are seeking RN or LPN li-
censure, ensuring that Canada is also a destination attractive to advanced degree holding
IENs is worth considering. To date, there appears to be little development of initiatives and
policies that cater towards attracting IENs with advanced degrees.
There is also the concern that the nursing labour force reflect the ethnic, religious and
cultural diversity of the Canadian population, which is particularly evident in Canada’s
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largest cities. As the immigration pathways open to IENs diverge from those the used by
the majority of immigrants to Canada, this cultural, and linguistic match will be diminished.
3.5 Concluding Remarks
The process for IENs to obtain licensure is neither an isolated nor insignificant challenge.
Moreover, these challenges manifests into a ’double ethical’ phenomenon wherein Canada
must seek to avoid both a brain drain (active or even inadvertent recruitment of nurses from
countries with severe nursing shortfall) and a brain waste (de-skilling due to inability to
enter the workforce at pre-migration equivalent levels) of nursing health professionals.
Yet in Canada, instances of brain waste manifest most problematically during the licens-
ing process for IENs. For instance, one of the requirements for licensure across all three
nursing designations mandates that applicants must provide proof of Canadian citizenship,
permanent residency, or hold authorization under IRPA to practice nursing in Canada. This
means that the IENs who apply for licensure need to be resident in Canada, or be able to
secure a work visa before being hired to work in Canada. Moreover, most of these applicants
have gained entry into Canada as economic migrants, since IENs , before 2013, were identied
as an in demand occupation under the FSWP (O’Shea, 2009; Krol, 2011, p. 29; 7).
IENs who are already residing in Canada are being effectively deskilled if they desire, but fail
to complete, their nursing licensure. Similarly, IENs who enter the LCP are also considered
to effectively engage in ’devalued carework in informal, unregulated employment conditions’
(Walton-Roberts & Hennebry, 2012, p.5).
Deskilling also occurs when nurses, unable to complete their licensure and practice nurs-
ing, enter alternative careers within the healthcare field. Anecdotally, common alternative
career options for IENs include the Personal Support Worker (also known as personal aide,
home support workers, or personal care attendant) profession; currently a non-regulated,
entry-level occupation in the healthcare field which does not require significant education
or training. While PSWs play important roles in the health care system and other care
demands, the ethical concerns of using IENs trained in other often Global South systems
must be considered.
As more and more elements of immigration and licensing processing moves to a pre-arrival
assessment, this may reduce the churning associated with IEN inclusion in the Canadian
nursing labour market, but it may also encourage greater recruitment campaigns directed
IEN candidates overseas. Sending states will need to balance nurse emigration against their
domestic health human resource needs. And they will also need to be more vigilant and
oversee increases in recruitment activities and private training programs geared to overseas
migration, which may threaten the quality of training in those locations.
Regulatory agencies and examination bodies need to continue to acknowledge the inter-
national nature of health professions such as nursing. Forging greater cooperation and mu-
tual recognition of international credentials between national jurisdictions creates greater
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mobility for individuals and facilitates flexibility in health human resources planning. But
internationalizing nursing credentials does pose greater challenges for national health care
systems to maintain integrity of training levels and public safety. For instance, national reg-
ulatory agencies have to monitor in and out migration of nurses, and as well as the training
and regulatory systems in all sending countries in order to make sure that the quality and
competency of IENs are up to their national standards.
Governments, educators, and other stakeholders do share the overall common goal to provide
sustainable solutions to nursing shortages in Canada, but it’s important to recognize that
they each have varying mandates and interests. For instance, while the government may cre-
ate more diverse two step migration pathways that IENs can theoretically use, the nursing
regulators appear concerned that international credential recognition may jeopardize nurs-
ing practice standards in Canada by reducing standards to the lowest common denominator
(CNA, 2009). The argument that Canadian practice environments are unique and demand
specific testing frameworks is being tested by the adoption of the NCLEX testing system for
Canadian nurses. This may represent the thin end of the wedge of internationalization for
professional nursing.
3.6 Research Gaps: Limitations
There is currently no standardization of the data used to inform the global demand and
supply of nurses. As such, international comparisons of nursing shortages cannot be made
without considering the resulting inconsistencies. There are disparities in the existing data on
nursing shortages even between researchers within the same country, including in Canada,
as different projection models as well as indicators are used to calculate these estimates.
For instance, an estimate of nurse density (ratio of nurses to population or ratio of nurses
to physicians) is a preferred indicator used by some studies, while a headcount of unfilled
full-time nursing positions is used by others. The reliability of existing data also varies
from country to country, as the data released by some countries are associated with larger
margins of uncertainty due to the weaknesses in the data collection methodology and/or
transparency concerns. The roles performed by nurses also differ country to country. As
such, the variation in definition of what constitutes nursing professional results in dispari-
ties in the data/findings produced, particularly between countries with significantly different
health care systems.
The most comprehensive collection of data on the global nursing workforce the WHO’s an-
nual Global Health Statistics Report series (part of the Global Health Observatory), which
also assigns the classification of nurses to midwifery personnel, and cites many of the afore-
mentioned limitations in the data it has released (WHO, 2013).This is not the case across
all national databases or professional regulatory bodies. The data limitations notwithstand-
ing, the release of such landmark publications and their equivalents suggests that nursing
shortfalls have unquestionably become a critical barrier to efficiency and sustainability for
healthcare systems around the world, including Canada.
Estimates of Canada’s nursing supply and demand projections provide critical reference
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points for the policy making in health human resource planning. However, it is important to
keep in mind that such figures may not effectively capture major changes in the evolving na-
ture of the nursing sector itself, including: changing Canadian health needs, modernization of
diagnostic and treatment technologies and practices, which affect the type of skills required,
amount of health care personnel needed owing to reduced number of procedures or procedu-
ral time, and the push towards collaborative and inter-disciplinary approaches in health care
delivery models, including the transition towards more inter-professional teams (ACHDHR,
2009, p.7). Finally, further research is needed to assess the impact of the combined effects of
recent policy and regulatory changes in order to better understand its influence on the Cana-
dian labour market (including a provincial comparative analysis), the nursing profession as
a whole (including deskilling, standards, etc.), the health care sector (including impacts on
patient care), and on IENs and their families (including the well-being of migrant families).
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5 Endnotes
Notes
1The Canadian Nursing Association calls for governments and nursing associations to respect ethical
recruitment practices as outlined by the International Council of Nursing in 2007 (ICN, 2007; WHA 2010).
2This includes international students who have a work permit explicitly in a nursing NOC (e.g., 315; 321),
and those with student visas who transition to a permanent resident visa and intend to work in a nursing
NOC.
3All 11 provincial and territorial regulatory bodies are members of the Canadian Nurses Association
(CNA), the national professional voice of registered nurses in Canada. In some cases the provincial or
territorial regulatory body has the double mandate of regulating the profession and being the association of
the nursing profession.
411.9% of all RNs were aged 60 and over, and 0.8% were 70 and over in 2011 (CIHI, 2012, p.3).
5Absenteeism due to illness or injury ranked 58% higher for full-time RNs at 7.9% compared with the
average full-time labour force at 5.8% (RNAO, 2011, p.18).
6In 2011, 40% pharmacists and 28% of physicians in Ontario are internationally trained. OFC Fairness
Report 2012 (OFC, 2013, p.48).
7Personal communication with CARE, OFC, and Conestoga College.
8Personal communication with CNO officials March 10th 2014.
9Personal communication with CARE, OFC, and Conestoga College.
10Panel presentation by Ruth Wojtiuk, Professional Practice Lead, CARE Centre for Internationally
Educated Nurses#CdnImm Event #18 - Internationally Educated Health Professionals, Toronto, November
26th 2013.
11TFWP is a broad term which refers to all classes of economic immigration to Canada which are tempo-
rary. Temporary foreign workers come from a variety of dierent contexts and places into Canada, but roughly,
workers can be put into two broad categories based upon their process of entry: those who enter into jobs
which require employers to have obtained a labour market opinion (LMO) and those who do not. For those
entering to work with employers requiring an LMO, an employer must seek consent from Human Resources
and Skills Development Canada (HRSDC) in order to bring a worker to Canada (source: Human Resources
and Skills Development Canada, 2013c). Usually, this involves a process of ensuring that Canadians have
had a chance to be employed, that a suitable foreign worker has been located, and making a contract after
the HRSDC’s approval (source: Human Resources and Skills Development Canada, 2013b). By contrast,
workers not requiring an LMO, do not require consent to immigrate from the HRSDC. Four major programs
fall into the LMO group: the Seasonal Agricultural Worker Program, Low-Skill Pilot Program, Live-in Care-
giver Program, and the now defunct Information Technology Worker Program. Non-LMO groups include
temporary foreign workers sponsored by international arrangements and those deemed by the CIC to be in
Canadian interests.
12In the one-step process, through FSWP, immigrants are selected for permanent residency upon appli-
cation, assessed using a points system that awards education level, work experience, and official language
proficiency. In the two-step process, immigrants with temporary resident status are granted study and/or
work permits and can gain their permanent residency status through other policies as they prove their ability
to successfully integrate into the labour market.
13As of 2012, it Canada ranks 7th most popular destination in the world for international students (CBIE,
2013).
14International student enrolment reached 265,000 in 2012, constituting a 94% increase from 2001 (CBIE,
2013).
15Overview of Proposed Changes to Canada’s International Student Program, January 2013, p.2. The
proposed reforms were disclosed on the Canada Gazette for 45-day public comment, to be considered for
final publication, planned to be released in the fall of 2013. It is anticipated that following Cabinet approval,
these reforms will come into force by spring 2014.
16The Pan-Canadian Framework for the Assessment and Recognition of Foreign Qualifications is a set of
principles, mandates, and action goals for federal, provincial, territorial, regulators, and other stakeholders
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including for instance, the commitment that all stakeholders should work towards ensuring that an immi-
grant’s foreign credentials are assessed within a 12 month time frame. The framework is an initiative of
the FCRO (Federal Credentials Referral Office) (established in 2007). The FCRO was created initially with
funding of $13.7 million annually over 5 years, before receiving additional funding allotments in 2009. This is
again indicative of how foreign credentials recognition has moved towards the top of the government’s agenda
as an important policy area. Other FCRO landmark initiatives include: the International Qualifications Net-
work (IQN) (IQN is a sharing network aimed at promoting collaboration on information related to assessing
foreign credentials the idea is that contributing members of IQN will share each other’s information, feed-
back, and best practices on foreign credential recognition related programs) and in-person/telephone/website
services (FCRO offices across Canada) to provide information/referral services to internationally educated
professionals with regards to their foreign credentials recognition.
17Health Canada is committing $18 million annually to IEHPI, which will go towards developing initiatives
in collaboration with (or fund projects by) provinces, territories, and other stakeholders that promotes IEHP
integration into the Canadian health care workforce. With IEHPI in place, there is a strong statement by
the federal government, and a progressive move towards improving IEN integration. In addition, provinces,
territories, and stakeholders have access (and are encouraged) to additional federal funding and resources that
they can use to specifically improve: information about paths to licensure, fair and transparent mechanisms
for assessing credentials, creating faculty and clinical education programs that work effectively with IENs,
increasing access of training, bridging and remediation programs, maximizing impact of available resources.
18In light of the prominent role nursing bridging programs plays in the successful integration of IENs in
Canada, CASN/ACESI (Canadian Association of Schools of Nursing) received funding from Health Canada
to build a consistent set of principles and components to help guide the development delivery of nursing
bridging programs in Canada, which academic institutions can use to help them review and refine their
programs as a first step toward promoting more uniformity among bridging program providers across Canada.
This set of principles was published in 2012 in the Pan-Canadian Framework of Guiding Principles and
Essential Components for IEN Bridging Programs.
19The Foreign Credentials Referral Office (FCRO) was established in 2007. Its mandate is to provide inter-
nationally trained individuals with the information, path-finding and referral services to have their credentials
assessed and recognized. The FCRO is also responsible for guiding and monitoring the implementation of
pre-Arrival Services; see: http : //www.cic.gc.ca/english/department/fcro/index.asp.
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6 Glossary
Abbreviation Organization
ACCC Association of Canadian Community Colleges
ACHDHR Advisory Committee on Health Delivery and Human Resources
AHHRI Aboriginal Health Human Resources Initiative
AIT Agreement on Internal Trade
CARE CARE Centre for Internationally Educated Nurses
CASN/AESI Canadian Association of Schools of Nursing/
- Association canadienne des ecoles de sciences infirmieres
CBIE Canada Bureau for International Education
CCRNR Canadian Council of Registered Nurse Regulators
CEC Canadian Experience Class
CEHPEA Centre for Evaluation of Health Professionals Educated Abroad
CFNU Canadian Federation of Nurses’ Union
CIC Citizenship and Immigration Canada
CIHI Canadian Institute for Health Information
CIIP Canadian Immigration Integration Program
CNA Canadian Nurses Association
CNO College of Nurses of Ontario
COPS Canadian Occupational Projection System
CPRNE Canadian Registered Practical Nurse Exam
CRNE Canadian Registered Nurse Exam
EOI Expression of Interest
ESDC Employment and Social Development Canada
FCRO Foreign Credentials Referrals Office
FSW Federal Skilled Worker
FSWP Federal Skilled Worker Program
HHR Health Human Resources
HPDP Health Promotion and Disease Prevention
HRSDC Human Resources and Skills Development Canada
ICN International Council for Nurses
IEHPI Internationally Educated Health Professional Initiative
IEN Internationally Educated Nurse
IENCAP Internationally Educated Nurse Competency Assessment Program
IQN International Qualifications Network
IRPA Immigration and Refugee Protection Act
ISP International Student Program
LCP Live-in-Caregiver Program
LMO Labour Market Opinion
LPN Licensed Practical Nurse
MCI Ontario Ministry of Citizenship and Immigration
NCLEX-RN National Council Licensure Examination for Registered Nurses
NCLEX National Council Licensure Examination
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NCSBN National Council of State Boards of Nursing
NIS Newly Independent States of the former Soviet Union
NNAS National Nursing Assessment Service
NP Nurse Practitioner
NWPTA New West Partnership Trade Agreement
OECD Organization for Economic Co-operation and Development
OFC Office of Fairness Commissionner
OIIQ l’Ordre des infirmieres et infirmiers du Quebec
OSCE Objective Structured Clinical Examination
PNP Provincial Nominee Program
PR Permanent Residency
PSW Personal Support Worker
RCN Royal College of Nursing
RN Registered Nurse
RNAO Registered Nurses’ Association of Ontario
RPN Registered Practical Nurse
RPN Registered Psychiatric Nurse
SEC Substantially Equivalent Competency Assessment
SWOT Strengths, Weaknesses, Opportunities, Threats
TFWP Temporary Foreign Workers Program
WHO World Health Organization
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